Mom's Quit Connection (MQC), a program of the Southern New Jersey Perinatal Cooperative, was established with funds from the New Jersey Department of Health and Senior Services and the Comprehensive Tobacco Control Program. MQC serves as a smoking cessation resource for pregnant and recently delivered women throughout New Jersey. Trained smoking cessation counselors travel throughout the state, offering individual counseling and support to women referred to the program by an established network of treatment providers. It became evident after speaking with the treatment providers and clients that a need for smoking cessation services for teenagers existed in our service area. Due to this need, the staff of MQC developed a specific smoking cessation group model for pregnant and parenting teens.
A comprehensive model was developed using existing and newly developed materials that addressed the specific needs of the teenage parenting population. An outline of topics and materials for six group sessions was created to be used in its entirety or in segments depending on the particular needs of the group. MQC's group model addresses smoking cessation, relapse prevention and education on secondhand smoke. The group topics include identifying smoking triggers, stress management, self-esteem and peer pressure. The program also provides, and encourages the participants to utilize, smoking cessation counseling and support using the ''stages of change'' behavioral change model developed by Prochaska and DiClemente.
This group was successfully piloted in a southern New Jersey alternative high school that offered GED completion to pregnant and recently delivered girls in the county. Students attended school through their pregnancy and delivery, and a fully staffed nursery was available for childcare in an adjacent classroom. An initial assessment of the school's and group member's needs was completed. Since the girls were housed in a classroom environment with other outside agencies providing services, it was determined that students would attend the group biweekly and attain health credits for their participation. Overall, the group maintained a 60% participation compliance rate with 50% of the girls completing a pre and post test. Throughout the 6 weeks of the group, each member's carbon monoxide (CO) was tested and recorded.
At the conclusion of the sixth week of the group, participants were congratulated with a pizza party and small incentive rewards. Each member was given a toll-free phone number to reach a cessation counselor at any time. Group members present for the final session completed post tests and were given a final CO reading. Participants who quit smoking either before or during the program had maintained a zero level of carbon monoxide and the participants who continued to smoke had decreased their CO levels. In all 100% of the participants who completed pre and post tests exhibited increased knowledge. All group members agreed to follow up phone calls.
Conducting groups in alternative settings, such as alternative high schools, reaches students at an increased risk for tobacco use as well as teenage pregnancy. Providing schools with a trained group facilitator and cessation counselor ensures education and individual case management to students already at risk. Bringing the program into a classroom in an already established school and childcare facility eliminates transportation and childcare needs, thus increasing program compliance rates.
MQC's cessation group model was created to be flexible in its use. After identifying locations and the specific needs of a group, a counselor tailors the group model to fit the parameters of the setting using the basic established structure as a guideline. The ''stages of change'' model allows for differences between group members in their stage of smoking cessation. Due to the extensiveness of the program, it is possible to provide education and support services to preconception, prenatal and postpartum teens using the information and materials contained in the established group model. ever reported. Premature infants face a higher risk of health problems and death than other newborns and often require care in neonatal intensive care units. The purpose of this study was to determine the magnitude of hospital charges related to prematurity.
Analyses were conducted using the Nationwide Inpatient Sample (NIS) for 2000, which includes 7.5 million inpatient stays from a sample of 994 US acute care hospitals. Hospital charges for ''prematurity'' were based on infant (<1 year) stays with a diagnosis of prematurity/low birthweight (LBW). Cases were identified using the clinical classification software code for ''short gestation, LBW and fetal growth retardation. '' In 2000, 388,000 infant stays had any diagnosis of prematurity/ LBW. Charges for these stays totaled $11.6 billion and averaged $31,000. The average length of stay was 12.4 days. Stays missing charges (n ¼ 9750) were assigned the average charge ($31,000). Combined with the stays with known charges, the total national bill for hospital stays with any diagnosis of prematurity/LBW was estimated at $11.9 billion. Hospital stays for infants with any diagnosis of prematurity comprised about half of total charges for all infants in 2000 ($25 billion). These results, including findings for infants with a principal diagnosis of prematurity/LBW, the breakdown of prematurity/LBW into individual ICD-9 codes, and charges for uncomplicated newborns, early/threatened labor and normal pregnancy/delivery, will be presented.
Hospital charges for infant stays due to prematurity/LBW comprise a substantial proportion of charges for all infant hospital stays and further highlight the need to identify prevention strategies. The economic impact of premature infants and the rising rates in the US make prematurity a priority for maternal and child health researchers and a major focus area to improve the health of infants. Were urban high-risk women in the State of Pennsylvania more likely to deliver in a high-technology facility than rural high-risk women?
APPLIED OR BASIC RESEARCH
We first identified discrepancies between urban and rural perinatal outcomes in a study published in 2000. Using the 1988 National Maternal and Infant Health Survey and a national survey developed by the National Perinatal Information Center, we had identified that high-risk urban women were two to three times more likely to deliver in a high-technology facility compared to their rural counterparts (Schwartz RM, Muri JH, et al., MCH Journal 2000, 4:1.).
In the context of a larger study on perinatal regionalization undertaken for the State of Pennsylvania, we attempted to identify whether this phenomenon still persists in this state.
Using the survey developed by NPIC in the mid-1980s and applied nationally (1986, 1988, 1993 and 1997) and multiple times in states, we canvassed all 135 obstetrical hospitals in Pennsylvania. A total of 84 surveys were returned from the six community health districts. To assess whether the group of hospitals that responded to the survey were comparable to the group that did not respond, we performed a bias analysis comparing respondents to nonrespondents on the basis of geography, births, number of level 1 and 2 beds and state level of care designation. We found no statistically significant differences between the two groups.
We then assigned each hospital to one of four categories depending on their level of special care beds, transfer practices and clinical staffing.
Using the Pennsylvania hospital discharge data provided by the Health Care Cost Containment Council (HC4 Data), we sorted mothers by APRDRG severity of complications: 1 F minor, 2 F moderate, 3 F major, 4 F extreme.
Using this approach, we identified that the discrepancy persisted between urban and rural women in seeking access to appropriate perinatal care. In the two most rural areas of the state (Northwestern and North Central), the two groups (C and D) level hospitals with the lowest level of technology had the highest percent of obstetrical patients with major (3) or extreme (4) complications.
Similarly, these same regions have an almost identical profile for infants at highest risk (major and extreme complications) delivering in C and D level hospitals.
There is a need for the State of Pennsylvania to encourage more uniform distribution of high-technology perinatal services across the state. Better identification of antenatal complications and more timely referral to a level A or B hospital can also improve the match between level of risk and place of delivery.
We suspect that many other states continue to have this same urban/rural discrepancy; analysis of state discharge data sets can assist in focusing attention in areas with the greatest need.
APPLIED OR BASIC RESEARCH CLINICAL PREDICTORS OF OURCOME OF PATIENTS WITH ACQUIRED PROTHROMBIN COMPLEX DEFICIENCY: THE MARIANO MARCOS MEMORIAL HOSPITAL & MEDICAL CENTER EXPERIENCE Aurea Alicia Dagdag-Matias, MD, Sto Nino Hospital
Acquired prothrombin complex deficiency (APCD) syndrome became a health concern because of its impact on infant morbidity, mortality and child handicap.
The objective is to determine the clinical predictors of outcome of patients with APCD at MMMH and MC, its incidence in a 5-year period, describe their sociodemographic profile, profile as to birth history, type of feeding, clinical presentation and laboratory results, and determine parameters that predict outcome.
Retrospective chart review of 40 patients with APCD satisfying at least six of the criteria set by Branchet-Isarangkura from January 01, 1996 to December 31, 2000 was done. Clinical presentation, physical examination, laboratory findings and patient's outcome were noted. Fisher's exact probability test was used to determine the possible predictor's patient's outcome and t-test for independent sample. Comparison of data between survivors and nonsurvivors was done.
Out of 40 patients, 22 (55%) belong to the 4.1 to 8 weeks old age group. There were 28 (70%) males and 12 (30%) females with a ratio of 2.33:1. In all, 39 (97.5%) were delivered at home, 18 (45%) of which were attended by ''hilots'' and 21 (52.5%) by midwives. All patients who delivered at home had no vitamin K prophylaxis. The majority of patients (92.5%) were purely breastfed.
Clinical presentation includes central nervous involvement, hematologic, gastrointestinal and systemic manifestations. Anemia and a normal platelet count were noted in all subjects. Those considered significant prognostic determinants of outcome include seizures (p-value 0.006), tense and bulging fontanel (p-value 0.043), anisocoria (p-value 0.0001) and altered mental status (p-value 0.00005). The mortality rate was 22.5%. In light of ever-increasing evidence of the importance of breastfeeding and the Healthy People 2010 goal of 75% of women breastfeeding, pursuit of the baby-friendly hospital designation is a major avenue for healthcare institutions to assure quality care for breastfeeding families. While there are 16,000 hospitals throughout the world with this prestigious designation, there are currently only 34 in the United States. Over the past 4 years, an urban, subspecialty teaching hospital worked to become the first and only in the state of Indiana, and the largest hospital in the nation to receive the baby-friendly designation. Unique and successful innovation was demonstrated by taking a comprehensive collaborative approach to education, which included not only inpatient staff but also outpatient providers, consumers, and the statewide community.
MODELS OF CARE
Healthcare professionals have long been a major source of conflicting and misleading information about lactation, and many hospital policies and practices are barriers to successful breastfeeding. Not only was this initiative an example of a premier care model putting research at the bedside, but this was also a nurse-driven project, implemented by a multidisciplinary team of healthcare professionals and community representatives.
The lactation education program for healthcare providers began with the broad goal of improving breastfeeding knowledge and increasing confidence in counseling new mothers. Evidence-based educational materials and a multifaceted approach were core components of the curriculum at this large urban hospital. The education began with outpatient providers, where the patient enters the healthcare system for prenatal care. In total, education was provided to 339 physicians, nurses, and ancillary staff in 41 clinics and private practice offices through the use of posters, videos, consumer handouts, local resources, and professional resource materials.
In the inpatient setting, 208 healthcare professionals completed breastfeeding education, which consisted of a didactic portion, a skills lab, independent study modules, posters, and clinical preceptorships to supplement the bedside algorithm on breastfeeding management already in use.
Consumer education involved the use of the Indiana Perinatal Network ''Anticipation Pregnancy Calendar'', given at the first prenatal visit. This calendar offers education pertinent to fetal development, maternal and infant nutrition, and other information important for a healthy pregnancy and the first year of life. It provides information on details relevant to classes and other community resources available for expectant families.
In recognition of the fact that breastfeeding promotion is only successful in a broad venue, statewide collaboration included development of the Indiana Perinatal Network ''Breastfeeding Consensus Statement'', and the ''Governor's Proclamation on Breastfeeding''. The ''Breastfeeding Consensus Statement'' is a statewide document outlining the role healthcare providers play in supporting breastfeeding as the norm for optimal infant nutrition. To further endorse breastfeeding promotion to the citizens of Indiana, the Governor signed the ''Proclamation on Breastfeeding''. This in turn became a key component of increasing awareness of the role breastfeeding plays in decreasing the state infant mortality rate. Also developed was the statewide ''Breastfeeding Resource Handbook'' that provides healthcare professionals with local breastfeeding resources at their fingertips.
Outcome measures of this program approach revealed a statistically significant increase in intention and confidence to counsel mothers about breastfeeding in the outpatient setting (tvalue ¼ 13.52, p<0.001). Inpatient healthcare providers also demonstrated a mastery of breastfeeding knowledge as evidenced by significantly higher post-test scores (t-value ¼ 8.93, p<0.001), and 100% passage of the baby-friendly survey assessment. Furthermore, breastfeeding initiation rates increased from 47 to 60% and patient satisfaction scores rose. Newborn readmission rates for breastfeeding-related diagnoses have been cut by nearly 50%. The ''Anticipation Pregnancy Calendar'' has been expanded for statewide distribution as a major component of their public health initiative.
In conclusion, a comprehensive, multifaceted approach to breastfeeding education for healthcare professionals improves their knowledge, and in turn yields a higher quality of care for mothers and babies. Utilizing a comprehensive community-based innovative approach to this education will aid us in meeting this national health priority. Maternal and Child Health Committee is charged with reviewing maternal deaths and developing recommendations to improve future pregnancy outcomes. Following a review of maternal suicide cases, the committee identified depression during and after pregnancy as a contributor to these deaths. From discussions, it was also determined that providers are often poorly equipped to manage women with maternal depression.
The Maternal Depression Project subsequently emerged as an intervention to improve provider practice and reduce future maternal mortality and morbidity. Studies have found that clinicians play a critical role in helping women who suffer from depressive symptoms, but many of them lack the knowledge to effectively screen and treat or refer women with this disorder. This project addresses the need for increased detection and treatment of women with depression during and after pregnancy.
In February, the Maternal Depression Team was formed and convened its first meeting. The team includes a broad range of representatives from local, state, and national arenas: public agencies, institutions, private organizations, managed care, and others that provide care to women with depression. The purpose of the meeting was to share ideas, discuss existing resources and services, and provide input to the plan of action. The team agreed that the project should focus its initial efforts on educating clinical providers about the prevalence and impact of maternal depression, and providing them with the tools and resources to diagnose and treat or refer women who have depression during pregnancy and/or following delivery.
The first phase of the Maternal Depression Project is to assess current clinical practice and resource needs. Towards that end, a clinical practice survey was developed and distributed in May to obstetric, pediatric, and family practice providers throughout the state of Maryland. Once the survey results have been compiled, the Maternal Depression Team will meet to review the survey findings, identify practice/resource needs, and further develop the plan to assist clinical providers in effectively managing this disorder.
There are several lessons that we have learned in implementing this project. The maternal mortality data provide clear justification for this project, which is important since many individuals do not realize the impact of maternal depression on public health. In developing our project plan, it became apparent that we could not simply educate providers about maternal depression, but we needed to provide them with the tools for managing depressed patients. Perhaps the most valuable tool will be a referral list, consisting of clinical and nonclinical providers, which can be used by clinicians in referring their patients for treatment. Lack of referral resources appears to be a major barrier to screening and referring patients with this disorder. There are a number of organizations in Maryland that have an interest in improving systems of care for women with depressive symptoms. Although all of these organizations have a sincere desire to work collaboratively on this effort, few were actually aware of each other's existence or services, prior to joining the team. The team has provided valuable oversight to the project; of particular importance has been their input on the project plan and the clinician survey. The team meetings provide an ideal setting for exchanging ideas, sharing resources, and offering program updates.
In order for clinicians to change their patient care practice, they must be educated about the issue and provided the necessary tools. Nearly all US women receive prenatal screening or testing during their pregnancy; some will have a fetal anomaly diagnosed. This exploratory, primarily qualitative study focuses on the bereavement process of women who have terminated desired pregnancies after the discovery of a fetal anomaly. The research question is: with little normative guidance or ''feeling rules,'' how do women make sense of their pregnancy loss which is due in large part to the availability and use of new technology and the need to make decisions about continuing an affected pregnancy?
YOUNG INVESTIGATOR PREGNANCY INTERRUPTED: NON-NORMATIVE LOSS OF
A total of 30 intensive interviews, including administration of the perinatal grief scale (Potvin, Lasker, and Toedter, 1989) , were conducted with women, some using the evolving methodology of email. The availability of formal and informal support resources is a focus. Conceptually, the intersection of ''feeling rules,'' the development of high-tech reproductive diagnostic technologies, disability in the US, the stigma of abortion, and the ''conception'' of the entity in the womb are all areas of focus.
Findings include mythic expectations that lead pregnant women to expect that ''following the rules'' of prenatal care and testing will ensure a positive outcome. The depth of prenatal bonding, the difficulty of grief under conditions of decision-making and isolation, the need for comprehensive health services, and the need for nonpolarizing language for the fetus are found within this research. The social justice issue of urging prenatal testing and then stigmatizing the only medical treatment response (termination for anomaly) is analyzed. Implications for social work advocacy and practice, as well as social change are considered.
APPLIED OR BASIC RESEARCH SAFE HAVEN LEGISLATION: THE NURSE'S ROLE IN
The practice of abandoning newborns shortly after birth has always existed. Occurring in primitive and contemporary societies, the motivations for this practice are varied and dependent upon the social norms of a specific geographic region at a given point in time. As this practice is not currently acceptable in modern American society, many states have passed safe haven legislation to save the lives of unwanted newborns. Nurses are instrumental in carrying out these laws. Statistics regarding the practice of newborn abandonment in the United States are nearly impossible to obtain. The US Department of Health and Human Services estimates that more than 100 cases of public newborn abandonment occur each year with approximately one-third of those infants found dead.
Texas was the first state to enact a safe haven law to address the issue of newborn abandonment. On September 1, 1999, the Texas law went into effect to provide a distressed mother with a responsible alternative to baby abandonment. This law is credited with starting a national movement to address this issue and permits a woman to voluntarily and anonymously relinquish the custody of her infant to an emergency medical service provider. Judgmental attitudes and lack of accurate information, however, may impede a nurse's ability to carry out a safe haven law.
The major purpose of this study was two-fold. First, the prevalence of judgmental attitudes, lack of knowledge, and selfperception of a lack of preparation of registered nurses employed in a variety of clinical practice settings to care for women opting to abandon their newborns were measured. Secondly, the following hypothesis was tested: There is a relationship between knowledge, attitudes, and the self-perception of preparedness of nurses regarding their abilities to manage a newborn abandonment situation.
This descriptive study surveyed randomly selected research participants using the Newborn Abandonment Care Survey to measure knowledge, attitude, and self-perception of preparedness of registered nurses to manage a newborn abandonment situation. Since each state has enacted different legislation addressing this issue, this study was limited to the state of Texas. Registered nurses who were listed as actively practicing nursing in the state of Texas (n ¼ 118,997) represented the target population. The sample (n ¼ 2000) was obtained from a database of 9500 nurses representing all areas of nursing practice that was purchased from the Texas Board of Nurse Examiners. Of the 2000 surveys that were distributed, 605 were returned yielding a response rate of 30.25%.
The Newborn Abandonment Care Survey constructed by the researcher was used to measure the variables of knowledge, attitude, and preparation. The 48-item instrument consisted of 30 Likert-type statements with strongly agree equal to four and strongly disagree equal to one. Six yes/no questions and 12 true/ false questions were also included on the survey instrument The reliability of each subscale was established using Cronbach's alpha. The reliability of the 27-item knowledge subscale was determined to be r ¼ 0.89, the 16-item attitude subscale r ¼ 0.70, and the fiveitem preparation subscale r ¼ 0.76.
Although no significant correlation was found between a nurse's knowledge, attitude, and self-perception of preparedness to manage a newborn abandonment event, the study highlights the lack of knowledge and negative attitudes many nurses possess regarding newborn abandonment and the women who commit this act.
The professional nurse is in a position to play a major role in the prevention and management of newborn abandonment in this country. Impacting practice, creating education needs for patients and communities, opening new doors for advocacy for women and children, and creating opportunities for research F newborn abandonment and the resulting safe haven legislation has added a new dimension for nursing. It is essential for the nurse to keep abreast of current legislation in the state in which he or she resides and practices.
